, for example, demonstrated fewer number of people seek primary care physicians in the community as their first contact care compared with a similar study conducted in the USA. People prefer tertiary care hospitals in urban centres for their first contact care. 6 Historically, larger proportion of population live in villages were covered by 'barefoot' doctors 7 with minimal but practical medical training throughout the country. As the life style change with rapid and massive urbanisation, the demand of primary care rapidly shifted from community medicine, encompassing from immunisation to health education for the mass, to a new role accommodating individualised comprehensive medical care assuring the well-being of individuals and families in the context of resources of the community. 8 This is how family medicine fits in the new primary care model in China.
The attempt to retrain large number of primary care providers into family physician has met numerous problems; level of education varies among providers at primary care level 9 ; low motivation for retraining 10 due to insufficient support from the system. 11 Low level of education, low financial support and high demand from the system 12 drive primary care providers to migrate into better pays leaving their posts in rural communities 13 or leave them with low morale and motivation. 14 Subsequently, tertiary care medical centres in cities continue to be packed with patients with primary care needs. 15 Without any good role model and support system, it is hard to attract sufficient number of students into primary care. 16 family mediCine training in China Currently, there are three pathways to train family physicians in China. 17 Residency training programme (so-called 5+3 programme) consists of 5-year medical school plus 3-year family medicine residency training becomes a gold standard. 18 Retraining programme which offers conversion of existing primary care providers in the community to become family physicians and scholarship programme including rural-oriented tuition-waived medical education programme, which recruits primary care-minded high school students with tuition waiver for medical school and a pledge to serve for rural practice. 19 Rapid expansion of those training programme has their own limitations: 5+3 programme can only supply fraction of total primary care providers annually; scholarship programme is yet to attract more students to make a difference in rural primary care. 20 And, the retraining programme is still requiring national standard and monitoring system of the quality of training. 21 Three issues should be addressed with the standardisation and monitoring of the retraining programme. 22 First, the benefit of retraining should be clarified in terms of their financial and social benefit. 23 Second, we should articulate how to overcome serious shortage of teachers in primary care to train more primary care providers. Third, instead of defining the length of the retraining, we should introduce more flexible topic and competency-based credit programme to help them to convert to family physicians. We also should look for positive outliers, who excel their performance and study their reasons for success. Online-based and app-based training and support can be a powerful tool to assist retraining strategy for busy practitioners in communities.
Open access how we turn the CriSiS into an opportunity? The Chinese character means crisis also be read as opportunity. What can we suggest to turn the crisis into opportunity for thriving family medicine in China? There are two level of arguments: programme level and administrative level.
For the programme level, first, one of the goals in the current reform is to establish general practice as an academic discipline at university level 25 to create primary care as an academic discipline. What is urgently needed is instructions of practical knowledge and skills through hands-on, goaloriented training beyond conventional teaching methods. Lecture-heavy teaching style is also not conducive for casebased and problem-based learning, which requires discussions among the group.
Second, in the era of chronic diseases and management through informed consent and shared decision making, health coach roles should be emphasised in their training and that role may be played well with retrained primary care providers with rich life experiences. Similarly, we should incorporate the concept of team-based care, care coordination and continuity of care as important elements of disease management in the era of multiple comorbidities in the era of chronic illnesses.
Third, if retraining is to be the main venue to boost the number of primary care providers, we should not focus on length-based training. Rather we should implement competency-based training programme, which is flexible for the length. Learners in different level of skills can flexibly learn with their own pace to accumulate family medicine-specific education credits to be qualified. This approach might broaden the door to providers with diverse background and their daily workload. Fourth, we should demonstrate and teach bedside skills and physical examination, rather than exacerbating over-reliance to diagnostic modalities, such as blood work, imaging studies.
For the administrative level, first, the goal of our effort to assist primary care building in China should be clarified. Our motivation to assist China's effort is not simply duplicating our style of family medicine in China, but family medicine appropriately adapted in their healthcare system and fully integrated into primary care system. Second, therefore, our focus is to train primary care providers, not necessarily family medicine residents after their medical school as new graduates. Third, our target audience of our training might not be our own equivalent with MD degrees, but coming from various backgrounds and experiences. Fourth, in order to align our effort to achieve their goal and assure appropriate allocation of resources, we need their national-level coordination for foreign collaborators. And finally, our efforts among different institutions should be standardised so that we can avoid unnecessarily duplication.
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